Primary care is a key step in young people's pathway to mental health care. Despite the high prevalence of mental disorder in this age group, little is known about the factors that determine the identification of young people's mental disorder in primary care.
INTRODUCTION
Mental disorders are a major burden on the health of young people. 1 Their severe impact is dramatically illustrated by the fact that most young people who complete suicide suffered mental distress. [1] [2] [3] Despite increasing knowledge, most affected young people do not receive mental health care. 4 In 1980, Goldberg and Huxley proposed a framework for describing the pathways to mental health care, 5 which was subsequently confirmed by international evidence and remains relevant today. 6, 7 Identification of emotional distress in primary care stands out as a key step on the pathway towards accessing mental health treatment.
Most young people see a primary care physician at least once a year. 8 Young people with mental disorders consult primary care physicians more often than any other health professional, 9 and the prevalence of mental disorders among young people attending primary care is as high as 30-40%. 4, 10, 11 Often, however, they do not access professional care specifically for their mental health problem, 12 and only 20-40% of those affected are identified in primary care. 4, 13, 14 Doctors appear to have greater difficulty identifying mental disorder in young patients than in other age groups. 15 Medical training has been proposed as one approach to improve GPs' identification of young people's emotional distress, 13, 14, 16 yet even highly trained GPs fail to recognise mental health problems in up to 50% of their young patients. 4, 13, 14 Exploring other modifiable factors affecting identification is therefore important.
To date, only two studies have examined factors associated with GPs' identification of emotional distress in young people. Severity of the disorder stood out as an important factor, 17, 18 along with the active exploration of psychological issues in the consultation, and adolescents' self-definition of having significant psychological difficulties. 18 Both studies were small and involved young adolescents (13-16 years) . Evidence about specific factors associated with the identification of emotional distress in young people between 16 and 24 years is lacking, despite the particularly high prevalence of mental disorder in this age group. 1 Studies involving adults provide guidance about the potentially modifiable factors associated with the identification of common mental disorders in young people. These studies have shown a relationship with sociodemographic factors such as age (young and older people) and unemployment. 19 Other patient factors include severity of the disorder, frequent consultations, and patients' presentation to the GP. [20] [21] [22] Conflicting results have emerged as to the role of patients' symptom attribution in the identification of mental disorders. 23, 24 Little, however, is known about the role of patients' views on their own symptoms and the identification of emotional distress. 24 In the current climate favouring patientcentred care, the potential role of patients' perspectives on their current health problems needs further scrutiny. 19, 25 Whereas GPs' attitudes to depression do not seem to be associated with their ability to identify mental disorders, GP's interview style may be influential. 19, 26 Conflicting results have emerged as to the role of GP training in improving the identification of emotional distress.
27-29
In this study, evidence is provided from a large representative sample of young people attending primary care on the modifiable factors associated with the identification of their emotional distress. This includes the role of patients' beliefs about the symptoms for which they sought consultation.
METHOD

Design and participants
A cross-sectional study was undertaken in a random sample of 26 general practices throughout the State of Victoria, Australia (area approximately that of Great Britain, population 5.2 million). Patient recruitment took place between July 2004 and April 2005. In each practice, consecutive patients aged 16-24 years were invited to consent to an interview before the consultation. Patients were considered sufficiently mature to consent to participation on their own. 30 Exclusion criteria were any condition that could impair the ability to consent (for example, acute condition requiring immediate attention, intellectual disability, or language barrier).
Instruments and procedure
The semi-structured interview was based on a standardised tool to assess illness beliefs in primary care: the Short Explanatory Model Interview (SEMI).
31
This is a set of open-ended questions to assess patients' views on the cause and the course of their health problem, and their expectations from health care. 32 The qualitative answers are coded into categories that can be quantified for epidemiological purposes. Illness beliefs are assessed on five components: patients' views about the cause of their health problem, its timing, its pathophysiology, its severity, and their expectations from the consultation. The interview also included questions assessing consultation behaviour ('is this your usual doctor?') and a standardised questionnaire of healthcare use (CSSRI -Client Sociodemographic and Service Receipt Inventory).
33
Participants completed a self-administered questionnaire including sociodemographic questions and Kessler's scale of emotional distress (K10).
34 This 10-item scale measures levels of emotional distress indicative of a depressive or anxiety disorder. Scores range from a minimum of 10 (symptoms occur 'none of the time') to a maximum of 50.
GP identification of emotional distress was recorded directly after the consultation, using the 5-item scale of the World Health Organization (WHO) international study of mental health in primary care.
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How this fits in
Little is known about the factors that determine GP identification of young people's mental disorders. Yet identification in primary care is a key step in young people's pathways to care. This study provides the first detailed description of the factors associated with both 'correct' and 'excessive' identification of youth mental disorder in primary care. It will inform the development of interventions to improve young people's pathways to mental health care. moderate, or severe mental illness. The level of socioeconomic disadvantage in the area of each practice was determined using Socioeconomic Indexes for Areas (SEIFA).
The procedure was tested in a pilot study involving 56 participants and 12 GPs, resulting in minimal changes to the final protocol.
Analysis
A sample size of 300 was estimated to measure proportions of categorical variables within a small margin of error (6%). To allow for increased variance in estimates due to recruiting participants in practices, the sample size was inflated by a factor of 1.48 (20 per practice). The inflation factor was based on an intra-class correlation of 0.025 derived from the pilot study and literature. 35 Data were entered into EpiData (version 3.1, The EpiData Association, Odense Denmark), and analysed with Stata (version 9.0, StataCorp LP, Texas, US). Data from the SEMI were analysed for themes and coded following the codebook. 31 An inter-coder reliability study for this coding showed excellent κ values (0.87 to 0.96). A binary variable was created from K10 scores, to differentiate those with levels of emotional distress indicative of a high probability (≥78%) of mental disorder.
34
Using stratum-specific likelihood ratios and the Bayesian method proposed by Furukawa et al, the cut-off score for this variable was set at 20. 36 The positive predictive value for a score of 20 or above was ≥0.78. The negative predictive value was 0.65 (score of 19) to 0.97 (score of 11).
Taking into account K10 categories and GP identification of a mental disorder, four categories of GP recognition of emotional distress were compiled for use as the main outcome variable in the analysis: Multinomial logistic regression was used to examine the association between the outcome and each of the factors. Variables showing a significant univariate association (P≤0.05) with the outcome were entered into multivariate models. The analyses were first run in relation to patient and GP sociodemographic characteristics, then adjusted for these confounders. A series of models were fitted introducing variables in a stepwise manner (GPrelated factors, patient-related factors, and then beliefs), adjusting for clustering within practices. Factors were omitted if the P-value for the adjusted odds ratio was above 0.05. Intra-class correlation coefficients for key variables ranged from 0.0 to 0.008. Potential interactions between confounders and exposure variables were explored, and the analyses adjusted accordingly.
RESULTS
Responder characteristics
One-hundred and six GPs (59% males) in 26 practices participated (43% of contacted practices). There were no differences in the size, location, or number of services to 16-24-year-old patients in participating practices compared to those who declined.
Five-hundred and thirty-nine young people entered the practices during recruitment times, 38 could not be approached (another participant was already being interviewed or inclusion would have unacceptably delayed the GP consultation), and 450/501 (34.0% males) participated (3% excluded, 6% declined). Their sociodemographic characteristics by sex are presented in Appendix 1.
Outcome: GP identification of young people's emotional distress
Data for this outcome were available for 445 participants (K10 data were missing from three participants; assessment of emotional distress was missing from two GPs). Overall, 161 participants (36.1%, 95% confidence interval [CI] = 32.3 to 40.2%) had K10 scores indicating a high probability of mental disorder. The proportion of young people with this probability was higher among females (42.9%, 95% CI = 37.8 to 47.9%) than males (23.5%, 95% CI = 16.9 to 30.1%). The distribution of GPs' identification of patients' emotional distress in those with low and high scores on the K10 is presented in Table 1 . Approximately half of those who had a high probability of mental disorder on the K10 were identified by GPs. One-quarter of those who were identified by GPs as having a mental illness had a low probability of mental disorder on the K10.
Consultation characteristics
Half of the participants (50.4%, 95% CI = 41.6 to 59.3) were attending their usual practice. Most (90%, 95% CI = 84 to 91%) had consulted this or another health professional in the past 6 months,
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Low probability of mental High probability of mental disorder on the K10 disorder on the K10 (score <20) (n = 284) (score ≥20 (n = 161) with 24.0% (95% CI = 20.1 to 27.9%) reporting more than seven consultations during that period; 38.9% (95% CI = 33.9 to 43.9%) had missed school or work for health reasons in the preceding 6 months. A further description of participants' consultation characteristics can be found elsewhere.
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Measures of association
The factors associated with identification of mental disorder were modelled using multinomial logistic regression, the reference category being those with low scores on the K10 and no mental disorder according to the GP. The relationship between patient or GP sociodemographic confounders and the outcome is presented in Appendix 2. Table 2 presents the adjusted odds ratios (OR) for the association between selected factors and GP identification of emotional distress. More-detailed results are presented in Appendix 3.
Sociodemographic confounders
GP identification of mental disorder in those with high probability of mental disorder. Young people who were unemployed were more likely to be labelled as having a mental illness whether or not they had high scores on the K10. No other sociodemographic factors were associated with the 'correct' identification of mental disorder by GPs.
GP identification of mental disorder in young people
with a low probability of mental disorder. Being a student or unemployed increased the odds of being identified as having a mental disorder, despite a low score on the K10.
Patients' illness beliefs, other patient factors, and GP/consultation factors
The following factors were not found to be associated with the outcome: young people's beliefs about the timing of their health problem, their expectations from the consultation, seeking advice from family/friends, coming to the practice on their own, GP level of training in mental health and adolescent health, and GP identification of a physical illness in the participant.
GP identification of those with a high probability of mental disorder. In the univariate models, several illness beliefs appeared related to the outcome. In the multivariate model, however, young people's self-perception of the severity of their mental health problem stood out as the predominant factor. Young people with high levels of emotional distress who perceived they had a minor to severe mental illness had sixfold higher odds of being correctly identified by GPs as compared to those who did not perceive they had a mental illness. Belief in a natural cause for the health problem was inversely associated with identification. There were slightly higher odds of identification in those who had fears in relation to their health problem. Continuity of care (attending usual practice), days out of role in the preceding 6 months, and more-frequent consultations were also associated with 'correct' identification.
GP identification of those with low probability of mental disorder. Participants who usually attended the practice and those who had days out of role in the preceding 6 months were more likely to be classified as having a mental illness despite having a low score on the K10. 
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DISCUSSION
Summary of main findings
This is the first study to provide a detailed description of the factors associated with GPs' identification of emotional distress in young people aged 16-24 years. GPs typically identified mental disorder in those who perceived they had a mental illness and who expressed fears in relation to their health problem. Continuity of care and days out of role favoured identification, but also appeared to favour over-identification of those who were unlikely to have a mental disorder.
Strengths and limitations of the study
The inclusion of a large number of participants recruited from randomly selected practices throughout an entire state adds strength to the design and validity of the study findings. Causal inferences may not be drawn from these crosssectional data. The absence of detailed knowledge about the range of factors potentially associated with identification of mental disorder precluded the choice of a cohort design. The K10 is known to perform well in screening for mood and anxiety disorders. Other mental disorders may not have been identified using this instrument. However, mood and anxiety disorders are the most common mental health problems experienced by young people in this age group. 38, 39 Other limitations include the potential bias related to coding participants' answers in the interview, but this was minimised by using clearly defined coding rules, as demonstrated by the high inter-coder agreement.
The analysis was able to identify both the factors related to the identification of emotional distress in patients with a high probability of mental disorder, and those associated with 'misclassification' of patients who had a low probability of mental disorder. Since the K10 is not a diagnostic tool, a score below 20 did not necessarily mean the young person did not have mental disorder, only that the probability that they had a disorder was low.
11 Thus, GPs who identified emotional distress in these patients may not have provided an incorrect assessment.
Comparison with existing literature
This study's findings are consistent with those of a recent small study in which adolescents' perception of having significant psychological difficulties was associated with identification. 18 As no direct observation of consultations took place, it is unknown to what extent the doctors were explicitly aware of their patients' perceptions. Young people's illness perceptions may have influenced their presentations to doctors, and therefore identification of their emotional distress.
32
That patients who were familiar with the practice were more likely to be identified, whether they had elevated levels of emotional distress or not, suggests GPs are more likely to identify mental illness in patients they know. GPs may have based their assessment on knowledge of past mental illness in a patient, although the patient's current level of symptoms suggested remission from the disorder. Continuity of care favouring identification is also reported in adult studies and concords with reports that adolescents' prior experience of services provides them with the knowledge of how to present their symptoms in order to receive medical help.
40,41 It has been argued that if continuous care is considered (rather than a cross-sectional view), only a minority of cases remain unidentified over time. 38 In the present study, however, only half of the participants were coming to their usual practice. Discontinuous care could therefore be an important reason for the low recognition in primary care of young people's emotional distress.
Strikingly, none of the GP characteristics were related to the outcome. There was no association with GP age or sex, or with previous training in mental health or adolescent health. There is conflicting evidence about the association between GPs' level of training and the identification of youth emotional distress. 13, 14 In the present study, GPs' level of training was generally high. Whether medical education can improve GPs' identification of emotional distress in regions where the baseline level of training is low remains unanswered.
Implications for future research or clinical practice
These findings have implications for clinical practice, medical education, and health promotion. Young people have reported they frequently need guidance about when a mental health problem needs outside help, 42 and are often unaware that GPs can offer such help. 43 GPs can play a key role in offering guidance, by opportunistically enquiring about mental health symptoms, which can then be framed to young people as symptoms warranting help. Improved recognition in primary care would be expected if one could help young people acquire a better perception of the significance of their symptoms of emotional distress at a preclinical level. In turn, this could be expected to modify the way young people present to GPs and thus promote the identification of their emotional distress. 32 Programmes that promote mental health literacy tend to favour recognition and acceptance of disease in others. 44 The findings suggest a further emphasis should be placed on improving young people's ability to recognise symptoms in themselves. This would mean a shift from programmes centred on the development of skills to cope with stress and other social risk factors to programmes including the acquisition of skills to recognise and cope with emotional symptoms, whether overtly caused by stress or not, 45 and to encourage them to seek assistance from GPs.
This study has uncovered the importance of young people's illness perceptions in the pathway to mental health care, and provides the grounds for future studies of this pathway to similarly include a measure of illness beliefs. It is hoped that by doing this, the understanding of how to improve pathways to recovery for young people affected by mental disorders is enhanced, in order to reduce the heavy burden caused by mental disorders on the health of young people.
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